Cancer
T he psychological toll of caring for a family member with cancer has been well documented over the years. 1Y5 Anxiety and depression are the most often cited cancer family caregiver impairments, with prevalence estimates for depression ranging from 12% 2 to 30% 6 and estimates for anxiety at 35%. 2 In several studies, the cancer family caregiver's mental health burden exceeded that of the person with cancer. 7Y10 The literature supports a variety of predictor variables to account for the psychological and stress burden experienced by family caregivers of individuals with cancer. The predictor variables include sleep deprivation 11Y13 ; perceived burden of caregiving 14, 15 ; caregiver shift in role, responsibility level, and leisure activity 16 ; and lifestyle interference and social isolation. 17, 18 Notably missing among the predictor variables is the influence of race and ethnicity, most likely secondary to the paucity of data on minority cancer family caregivers.
The noncancer caregiver literature, dominated by studies of family caregivers of those with dementia, has matured such that ethnic and racial differences in caregiver stressors, resources, and outcomes are apparent. 19Y23 However, interpretation of these racial and ethnic differences and their implications continue to challenge researchers and practitioners. Major areas for cogitation include the spurious nature of racial and ethnic categorization 19 ; the interrelationship between socioeconomic status and race/ethnicity 19, 21, 24 ; the use of race and ethnicity as proxies for culture, values, and beliefs; the absence of cultural frameworks to direct caregiver research; and the question of cultural relevance and sensitivity of measurement tools. 21 Although it is highly probable that the concerns cited in the noncancer caregiver research apply to cancer family caregivers, it is necessary to discern fundamental characteristics of minority cancer family caregivers prior to more sophisticated investigations. It is possible that the physical and time demands and existential concerns imposed by a cancer diagnosis usurp any racial and ethnic differences. The purpose of our study was to describe the sample, explore differences in outcomes by patient and family caregiver characteristics among a racially and ethnically diverse sample, and determine if any of the patient and family caregiver characteristics, including race/ethnicity, predicted outcomes. Specifically, the following research questions were explored:
1. Are there any predictors or variance by patient and caregiver characteristics, including race/ethnicity, related to outcomes of burden, reactions, and responses to caregiving? 2. Do caregiver characteristics, burden, reactions and responses to caregiving, predict outcomes by race/ethnicity, independent of demographic and socioeconomic characteristics?
The conceptual framework Labor of Caregiving 25 
Research Design
A cross-sectional design was used to achieve the study goals. Self-report surveys were used to determine demographic, psychological, and physical health characteristics and burdens related to the caregiving experience among cancer family caregivers. The Yale School of Nursing Institutional Review Board approved the protocol. Participants provided written informed consent before completing the surveys.
Participant Eligibility
Caregivers of adults with a diagnosis of cancer who were receiving treatment in the form of radiation, chemotherapy, and/or surgery for the cancer were eligible if the caregivers were 18 years or older and able to read and speak English.
Recruitment and Sample
Recruitment occurred via 2 pathways. First, researchers relied on clinicians in a large academic urban cancer treatment center to identify minority (African American or Hispanic) patients who were receiving treatment (chemotherapy, surgery, and/or radiation therapy) of cancer. Over a 9-month period in 2006, the clinicians identified 71 patients. Second, 120 patients in a larger home care intervention study of women with gynecologic cancer were identified between June 2004 and September 2006. A total of 191 patients receiving treatment of cancer were identified from the 2 sources of recruitment. The 191 patients were approached by the researchers and asked to identify a caregiver. Caregiver was defined as someone who is involved with and helps the patient with his or her care and/or household activities; the caregiver was not necessarily a relative nor did he or she need to be living with the patient.
Thirty-two African American and Hispanic caregivers were identified from both sources, and 19 (59%) agreed to participate. Fifty-six white caregivers were identified, and 35 (63%) agreed to participate. The final sample (n = 54) consisted of 19 (35%) African American or Hispanic caregivers and 35 (65%) white caregivers. Details of recruitment are in Figure 1 .
Measurement
Two self-report demographic questionnaires were developed specifically for the study. One of the questionnaires was used to collect information on a variety of caregiver characteristics, including sex, age, race/ethnicity, relationship to patient, education status, religious affiliation, attendance at religious services, employment status, number of people in household, presence of dependent children in the home, and presence of elderly parents in the home. A second, shorter demographic questionnaire was used to gather patient demographics, diagnosis, and treatment information.
Depressive symptoms were defined as the presence of symptoms indicative of a depressive disorder as measured by the Center for Epidemiological Studies-Depression scale (CES-D). The CES-D was developed at the National Institutes of Health specifically to meet the need for a brief, inexpensive measure of depressive symptoms, suitable for use in community surveys. The CES-D consists of 20 items and 6 major symptom areas. Each item is rated on a scale from 0 to 3 in terms of frequency of occurrence during the past week, and the total score may range from 0 to 60, with a score of 16 or more indicating impairment. The scale has high internal consistency, reliability, test-retest stability, and construct validity in community and clinical samples. 26 With family caregiver populations, internal consistency has been consistently around .90. 3,27Y30 Cronbach ! for our sample was .92.
Caregiver overall health status was measured by the Medical Outcomes Study Short-Form (SF-12). 31 The SF-12 consists of 12 items derived from the Medical Outcomes Study Short Form 36-item health survey to measure quality of life. The scale has been extensively tested and validated and found to be internally consistent, reliable, and valid. It consists of 2 summary measures: physical and mental health components, which assess one's physical, emotional, and social health. There are 4 scales consisting of 2 questions eachVphysical functioning, role physical, role emotional, and mental healthVand 4 items each representing 1 subscaleV bodily pain, general health, vitality, and social functioning. A high degree of correspondence was achieved in reproducing the physical and mental health component measures of the Short-Form 36-item survey using the SF-12 items; correlations were greater than 0.95. 31 The Caregiver Reactions Assessment (CRA) is a 24-item scale that has been used extensively with cancer family populations. 32 It consists of 5 subscales, caregiver's health, self-esteem, schedule, finances, and family support. 32 The CRA corresponds to the theoretical constructs of the Labor of Caregiving by measuring the impact of BTaking Care[ related to managing the environment, preparing for death, and knowing one's strengths. 25 Responses are measured on a 5-point Likert-type scale (strongly disagree to strongly agree). The individual items are summed and averaged for a total score or a total subscale score. Higher scores indicate higher levels of burden for the caregiver or a negative impact related to caregiving. 32 Internal consistency reliability is reported at .70 to .90 for each subscale in samples of caregivers of patients with various types of cancer. 3,33Y35 Our results had similar internal consistency for each subscale ranging from .70 to .85.
The Caregiver Demands Scale 36 (Demands) is a 32-item scale with 7 subscales measuring the demands imposed by managing the illness 25 related to meals and feeding, intimate care, walk and transfers, treatments, the healthcare system, supervision, rest, and new skills. The Demands scale directly relates to the Labor of Caregiving constructs BBecoming a Caregiver[ (developing competency) and BTaking Care[ (illness management). It is scored on a 5-point Likert-type scale, with higher scores indicating greater demand on the caregiver. Total score internal consistency in a study of caregivers of individuals with multiple cancers or AIDS was .78. In our sample, total score internal consistency was similar at .73.
Recently, the concept of mutuality has entered the cancer caregiver literature and holds intuitive promise as an important factor in caregiver research. Mutuality encompasses the caregiver/patient dyad's shared meaning, attitude, and orientation toward the disease 37 and includes themes related to the 
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Data Collection
Data collection took place from June 2004 through October 2006, with one data collection point at the time of enrollment per participant. Caregivers were contacted by telephone to schedule meeting times for data collection, which took place in the caregiver's home, during one of the patient's chemotherapy or radiation therapy appointments, or during a clinic visit, as the caregiver preferred. Three caregivers were unable to meet with the researchers for data collection. These 3 caregivers were mailed the instruments with detailed instructions; they completed the instruments and returned them by mail.
Statistical Analysis
Data were analyzed using statistical SAS software for windows version 9.1. 38 Descriptive statistics of all demographic and testing measures were conducted. Internal consistency reliability coefficients were calculated for this sample on each measure. A comparison of means (using Student t test for continuous variables and # 2 test and Mann-Whitney U test for categorical variables) was conducted for African American and Hispanic and white participants. Frequency tables were constructed using the Fisher exact test to ensure test validity even with small cells. The Fisher exact test was used to detect difference in frequencies between the 2 subgroups (African Americans and Hispanics and whites). For continuous variables, the 2-sample Student t test with pooled estimates of variance was used to compare means, except in cases where the F test indicated unequal variance. When unequal variances were indicated, the Satterwaite approximation was used.
Regression models were constructed using stepwise model building. Criterion for entry to the model (and staying in the model) was significance at the .15 level. All available demographic and socioeconomic characteristics of the caregivers and the clinical characteristics of the patients (Table 1) were considered as candidates for entry to the model. The significant findings are reported and discussed in the following sections.
n Results
Sample
Fifty-four family caregivers participated in the study. The ethnically/racially diverse sample was 63% (n = 34) male and 35% (n = 19) African American or Hispanic (African American, n = 11; Hispanic, n = 8). See Table 1 for a complete description of the demographic and socioeconomic characteristics of the caregivers and the clinical characteristics of the patients for whom they were caring. There was a significant difference in caregiver sex by race/ethnicity, with women largely represented among the African American and Hispanic caregivers (84.2%) and men largely represented among the white caregivers (88.6%). The mean (SD) age of the total sample was 54.7 (15.5) years, with a significant difference (P G .0001) between whites (61.9 T 10.5 years) and African Americans and Hispanics (41.0 T 10.7 years). Although 70.4% of the total caregiver sample had at least a high school education, significantly more white caregivers than African American and Hispanic caregivers had attained a college degree or higher (n = 16, 45.7%, vs n = 1, 5.3%, respectively). Among all caregivers, 68.5% (n = 37) were employed, 63.8% (n = 30) reported a household income of $50,000 or more, 74.1% (n = 40) identified a religious affiliation, and 81.1% (n = 43) attended a place of worship occasionally or regularly.
There were no statistically significant differences by race for employment status, income level, religious affiliation, or attendance at a place of worship. There was a significant difference (P e .00001) by race for the caregiver's relationship to the patient. Most African American and Hispanic caregivers (n = 18, 94.7%) were not spouses of the patients, and conversely, most white caregivers (n = 28, 80.0%) were spouses of the patients.
Household composition was significantly different between the 2 groups in several ways ( Table 1) . African American and Hispanic caregivers reported a significantly larger number of household members than did their white counterparts (3.4 vs 2.5 members, respectively; P = .01). African American and Hispanic caregivers were also significantly more likely than white caregivers to have younger children (P = .02), parents (P = .02), and nonrelatives (P = .05) living in the same household.
Patients of the caregivers had a variety of cancer diagnoses, with a majority (n = 40, 73.6%) having gynecological cancer. There was a significant difference by race for types of diagnoses (P e .00001). Ninety-seven percent (n = 34) of all white patients had gynecological cancer, whereas only 31.6% (n = 6) of African American and Hispanic patients had gynecological cancer. The remaining 14 patients had the following cancer diagnoses: breast, colorectal, lung, gastrointestinal, leukemia, or lymphoma (Table 1) .
Treatment was described as surgery, radiation therapy, and/or chemotherapy. Twenty-three (42.6%) patients received a combination of surgery and chemotherapy, and 10 (18.5%) patients received all 3 modalities of treatment 
Psychological and Physical Health Measures
There were no significant differences in total scores among white and African American and Hispanic caregivers on psychological and physical health as measured by the SF-12 and CES-D scales. The total sample of caregivers, on average, fell below the CES-D cutoff score of 16, thus failing to meet criteria for expression of depressive symptoms ( Table 2) . Although there was little variability by race on the total scores, several items were sensitive to differences between the 2 groups. For example, on the CES-D, whites were more likely to agree with the statement BI feel hopeful about the future[ (P = .01) and BI am happy[ (P = .04), whereas, inversely, African American and Hispanic caregivers were more likely to agree with the statement BI am sad[ (P = .04). On the SF-12, African American and Hispanic caregivers were more likely to report feeling Bdownhearted and blue[ (P = .03).
Experience of Caregiving
No significant differences were found in the scores between white and African American and Hispanic caregivers on measures of the caregiving experience (CRA, Demands, and MISS) ( Table 2) .
Subscale scores on the CRA indicated that African American and Hispanic caregivers reported an increased burden related to a lack of family support (P = .04) in 2 areasVfeeling abandoned and feeling that caregiving was dumped on them. African American and Hispanic caregivers also reported more burden related to the impact that caregiving had on their finances (P = .04); it was more difficult for them to pay for the patients' health needs.
The scores on 1 subscale of the Demands scale indicated that African American and Hispanic caregivers reported significantly more difficulty with taking time off from work (P = .004), although there was no significant difference in how many white versus African American and Hispanic caregivers reported taking time off from work (35% vs 33% of each group, respectively).
Research Questions
Significant findings are reported here for both research questions. Caregiver characteristics, burden, and responses to the experience of caregiving varied only by 1 caregiver characteristic, length of time (LoT) as a caregiver. The LoT that one was a caregiver ranged from approximately 2 to 3 weeks to almost 5 years (0.33 to 56 months), with a mean (SD) LoT as a caregiver of 9.7 (15) months ( Table 1 ). In the regression stepwise modeling as described above, the effect of LoT as a caregiver was significant only with the SF-12 scores.
Significantly lower scores (P = .048, n = 42) indicating worse functionality were reported by those with longer times of caregiving (r 2 = 0.09). Because of the low number of participants (n = 42) in the model when including LoT as a variable, the model was also analyzed without LoT. When not considering LoT as a caregiver, the relationship of the caregiver to the patient had a significant effect on burden. Spouses of patients, regardless of sex, reported significantly less burden related to family support (P = .028, r 2 = 0.10, n = 51), and their sensitivity (MISS) scores were significantly lower (P = .05, r 2 = 0.08, n = 49) when not accounting for LoT as a caregiver. Caregiver characteristics, burden, and responses to the experience of caregiving did not vary by race/ethnicity when controlling for demographic and socioeconomic characteristics except that white caregivers reported less burden related to family support when not considering income (P = .035, r 2 = 0.09, n = 51), and when considering or correcting for income in the stepwise modeling, it was the only variable that was significant for effect with the burden related to family support. Caregivers with higher income reported significantly less burden related to the experience of caregiving (P = .021, r 2 = 0.12, n = 45). Correcting for income, female caregivers reported lower SF-12 scores or worse functioning (P = .004, r 2 = 0.09, n = 44), and those who were working full-or parttime had higher SF-12 scores (P = .025, r 2 = 0.10, n = 44). When controlling for sex and work status, there was a significant effect of income on functioning; higher income was associated with better functioning (P = .040, r 2 = 0.10). Without considering income, there was still no effect of race/ ethnicity on any outcome variable; however, better functioning was reported by caregivers who were working (P = .006, n = 49) and older caregivers (P = .015, n = 49).
n Discussion
The small sample size in this study and the cross-sectional design warrant cautious viewing of the results. However, it is important to recognize that there were no differences reported overall in outcomes by race/ethnicity. The differ-ences reported in a small number of items and subscales lend themselves to further investigation, specifically in a longitudinal study of a larger sample that could better isolate the influence of factors related to demographic, socioeconomic, and race/ethnicity effects. Despite these limitations, we found that African American and Hispanic caregivers were clearly younger and more often women. They were also rarely the spouse of the patient and, interestingly, were frequently responsible for other members of their households, such as children and older parents. This is consistent with the noncancer caregiver literature. 22, 23 African American and Hispanic caregivers reported lower household incomes than did the white caregivers, and they reported more burden and demands related to finances, work, and lack of family support, which may contribute to the difficulties with BTaking Care.[ 25 This is also consistent with the noncancer caregiver literature and speaks to the overriding influence of socioeconomic status on performance. 19, 21, 24 Despite differences in responsibilities or stresses related to household responsibilities and composition and financial constraints, African American and Hispanic caregivers did not report more depressive symptoms. Patient diagnosis may have influenced responses on the depression and health measures. Patients of African American and Hispanic caregivers were diagnosed less frequently with ovarian cancer, which has a particularly poor prognosis, than do patients of white caregivers. The difference in diagnosis may have muted a difference in the measures of mental health because of caregiving burden. The difference in household composition by group with a larger number of people in the household and the presence more frequently of younger children and older parents in households of African American and Hispanic caregivers may explain their reports of higher burden related to BTaking Care[ 25 in the areas related to lack of family support and financial-or work-related issues. It seems reasonable that income-and work-related burden would be related. The lower incomes reported by African American and Hispanic caregivers as compared with white caregivers would also limit their ability to pay for services and support that may have assisted with dependent child or elderly parent care, healthcare for the patient, and transportation-type expenses. Taking time off from work was also more difficult for African American and Hispanic caregivers. The lower incomes reported by African American and Hispanic caregivers may be proxy markers for hourly wage, temporary, or full-time jobs without benefits such as paid time off for family-or health-related issues, thus contributing to their difficulty in taking time off from work.
When controlling for demographic and socioeconomic characteristics, there was no difference by race/ethnicity between the 2 groups overall. Therefore, the experience of caregiving may be independent of race or ethnicity and be its own cultural experience. Demographic and socioeconomic factors may have more influence on the experience than race or ethnicity alone. Despite lower income and what would seem to be more responsibility related to household composition and, thus, burden, the African American and Hispanic
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Implications
A future study with a limit on the number of diagnoses and types of treatment would have the advantage of being homogenous with respect to clinical characteristics, thereby allowing one to better isolate the influence of race/ethnicity on the experience of caregiving. However, this would limit the generalizability but may help to isolate the influences on caregiving. Age, sex, and race/ethnicity are immutable characteristics; however, the mutable factors that may contribute to caregiver burden and have a negative impact on the caregiving experience seem to be related to demographic and socioeconomic factors and can be supported with various interventions. Interventions that can support those with limited family, financial, and work resources, that is, social support, transportation services, legislation and policies for job support with paid leave, and community support, including child and elder care services, combined with clinical interventions such as more targeted information, need to be explored. It seems that the burdens of caregiving and the relationship with socioeconomic and cultural factors are worldwide issues for patients and caregivers; therefore, when first encountering and assessing patients, nurses need to be sensitive to the needs of the caregivers. 24, 39 Although differences in burden or the experiences of caregiving may be more closely related to socioeconomic factors rather than to cultural or ethnic factors, clinicians should be aware that individuals may make decisions regarding support and services based on socioeconomic and cultural or ethnic factors. 24 Clinicians should identify those at risk early in the caregiving and patient care trajectory and assess for factors related to family, finances, and work that may put the caregiver at increased risk and intervene and make referrals early for support services. The interpretation of racial and ethnic differences challenges researchers and practitioners. Areas of concern and the need for further understanding include the interrelationship among socioeconomic status and race/ethnicity, 19, 21, 24 the absence of cultural frameworks to direct caregiver research, and the question of cultural relevance and sensitivity of measurement tools. 21 
